We read with great interest the study by de Waard and colleagues highlighting interest in continuous peritoneal lavage (PL) to induce mild therapeutic hypothermia (MTH) in unconscious patients after resuscitated cardiac arrest [1] . It is now quite well established that MTH improves outcome [2] . Compared with cooled intravenous infusion and cooled blankets, the authors showed that the target temperature was reached faster (30 minutes vs. 150 minutes) and had a lower coeffi cient of variation during the maintenance phase (0.5% vs. 1.5%) in the PL group [1] .
However, using this PL method in daily practice seems diffi cult to us and this device must be used by experimented operators (usually surgeons) to limit the complications. In our unit, we have used an intravascular device consisting of a central venous catheter (Icy™ catheter; ALSIUS Corporation, Irvine, CA, USA) associated with an external heat exchange system (CoolGard 3000™; ALSIUS Corporation). Th is device acts as a thermostat for core body temperature control. Th is system replaces the triple-lumen central venous catheter, whose effi cacy is proven [3, 4] . Th e CoolGard 3000™ allows fast cooling, stability of the temperature and controlled progressive reheating. Few complications have been reported and have been essentially related to the central venous access (placement errors, catheter-related thrombosis, infection) [5] . Th e system's main limitation is its accessibility and its cost.
To conclude, although PL is interesting to obtain MTH in post-resuscitation patients, we believe that the use of an endovascular device seems to have a better benefi t/ risk ratio. 
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We thank Esnault and colleagues for their response to our study [1] and would like to address the issues they raised. Th ey stated the potential diffi culty of using PL in daily practice to induce MTH. Th eir main concern is the need for experimented operators to insert the PL catheter and thereby limit complications. Indeed, PL is not (yet) used as part of standard care such as venous catheter insertion, as is used for intravascular cooling. However, the Velomedix PL system (Velomedix Inc., San Francisco, California, USA) is a modifi cation of existing technologies and standard techniques that are used on a daily basis in peritoneal dialysis and laparoscopic surgery. We wish to emphasize that catheter insertion was performed by experienced and well-trained intensivists without any need for surgeons. Th e insertion technique is easy to learn, as we used cadaver training and experienced instructors. One intensivist and one nurse operating the controller system are needed, leading to catheter insertion times <2 minutes. Complications related to insertion of the PL catheter were not seen in our patients.
Th e results demonstrate an extremely rapid (<30 minutes after induction), safe and feasible way of applying MTH in a controlled ICU setting. Currently, a randomized pilot trial is initiated to evaluate the PL system in patients with ST-segment elevation myocardial infarction (ClinicalTrials. gov:NCT01655433). We believe that, with respect to the benefi t/risk ratio, the use of an endovascular device [5] is not superior to the use of the PL system. However, randomized trials are warranted to confi rm this hypothesis.
